of the Pathological Autopsy Cases in Japan from 1962 to 1964,3) was 2.04%. The Annual of the Pathological Autopsy Cases in Japan collected the all autopsy cases in Japan, and was published annually by the Japanese Society of Pathology. The average percentage of incidence of myocardial infarct during 3 years was 2.04%. This value is almost 10 times of incidence of Q1-1 in Table II and almost identical to the incidence of A and B group together (2.1%) in the previously published Committee Report,1) which included the cases with Q1-1, Q1-2, Q1-3, 4-1, 4-2 and 5-1 of Minnesota Code, and the cases with positive two step test and highly suggestive of ischemic heart disease. The half of autopsy cases of myocardial infarct were complicated with other diseases. As seen in Jap. Heart J. J anuary, 1969 2. Age and Sex In Table I , the incidence of Q1-1 is increased with ages in both sexes. In male, Q1-1 is 0.15% in 5th decade, 0.31% in 6th decade, 0.3% in 7th decade and 1.2% in over 7th decade, and in the female, Q1-1 is none in 5th and 6th decade, but 0.26% in 7th decade and 0.5% in over 8th decade, This is also similar in total cases with Q1-1, Q1-2 and Q1-3. The incidence of Q1-1 in male is almost two times of female, and in female, Q1-1 is quite few under 5th decade. These trends are similar in arteriosclerotic heart disease, B26a of vital statistics. In Table III , death from arteriosclerotic heart disease is increased with ages until 7th decade in both sexes, and decreased in 8th and 9th decades. The death rate from B26a in male is higher than female, and in female, death rate from B26a is one half of male under 6th decade, and the ratio is decreased with ages. Number of death from B26a is highest in 7th decade in male and 8th decade in female.
3. Regional Specificity of Incidence of Myocardial Infarction and Ischemic Heart Disease.
In Table II , the incidence of myocardial infarction is lower in Tohoku district, and a part of Chubu, and Kinki district. To clarify the regional difference of the incidence, the Table IV showed the death rate of arteriosclerotic heart disease to total death in 10 districts of Japan, and also showed the percentage of myocardial infarction in autopsy cases. Fig. 1 shows geographical situation of the incidence of ischemic heart disease. Kanto district, where is Tokyo city, and Hokkaido, northern island of Japan, showed higher incidence of ischemic heart disease. Tohoku district which is northern side of Honshu, and Chubu There are some kinds of regional specificity. One is that an area includes urban or rural. The other is that some area shows high or low incidence of ischemic heart disease compared to adjacent areas. A few examples are showed in following.
(1) Urban and Rural, and Climate From 15 districts, where epidemiological survey was conducted by the members of the Committee, 6 cities were selected as urban, and 7 districts were selected as rural. Table V showed the incidence of Q1 in urban and rural. The incidence of Q1 was 0.37% in urban and was 0.25% in rural, and urban showed higher incidence of Q1 than rural. Similar tendency was seen in Table  VI. Table VI showed the percentage of death from B26a to total death in Tokyo, Aomori and Kagoshima prefecture. Tokyo includes big city and is recognized as urban. Aomori is northern side of Honshu. Kagoshima is a southern side of Japan, and both prefectures are almost occupied by rural district. Aomori would be recognized as a representative rural district with cold weather, and Kagoshima is a rural district with hot weather. In Table VI of death from B26a to total death is 5.6% in Tokyo, 2.9% in Aomori, and 2.6% in Kagoshima, and the incidence is higher in male. This may show that urban circumstances is one of the factors which affect the death from B26a. The right side of the Table showed the percentage of death from vascular lesion affecting central nervous system to total death. Tokyo and Kagoshima showed 25.2%. Aomori is 26.6% and this fact may show that the cold weather affects the death from cerebrovascular accident.
(2) Kyoto and Oosaka Kyoto and Oosaka city are located in the middle of Honshu, and both cities are only about 40Km. apart each other. Oosaka city is an industrial city located on Oosaka bay, and Kyoto is a small city surrounded by hills. As shown in Table VII vital statistics showed that the death rate from arteriosclerotic heart disease is 4.2% of total death in Kyoto, and higher than Oosaka city, where death rate from B26a to total death is 3.3%. Myocardial infarction was found in 2.76% of total autopsy cases in Kyoto and only 1.0% in Oosaka. Vital statistics and autopsy cases both showed the high incidence of arteriosclerotic heart disease and myocardial infarction in Kyoto. This might be due in part to the difference of diagnostic criteria which were used in both cities, but considering the distance of both cities and the marked difference of the incidence, the fact would be interesting.
(3) Hiroshima and Nagasaki Hiroshima city and Nagasaki city, which are both well known for atomic bomb, show high incidence of myocardial infarct in autopsy cases. The incidence of myocardial infarct in autopsy cases is 2.7% in Chugoku district, and that of Hiroshima city is 4.04%. This is similar in Kyushu district and Nagasaki city. This is due to high incidence of reported cases of myocardial infarct in autopsy cases from ABCC (Atomic Bomb Casuality Commission) in both cities than the other hospital and institutes. The true cause of high incidence of myocardial infarct among autopsy cases in ABCC in both cities were not knwon, but the death rate from B26a in both cities is almost similar to that of Chugoku and Kyushu districts.
(4) The Age Adjusted Death Rate of Ischemic Heart Disease Including Coronary Heart Disease (B26a) in Japan
Recently the incidence of myocardial infarction is increasing in Japan.1) Analyzing vital statistics, the ischemic heart disease was also increasing. In Fig. 2 , upperline A is a trend of death rate of cardiovascular disease during 1900-1964, middle line B is a death rate of B26, and lower line C is a death rate of B26a. The death from total cardiovascular disease is gradually increased from 1900 to 1964. The line B and especially line C show steeper increase of death rate from arteriosclerotic heart disease from 1950 to 1964. In recent de-cades, the life expectance has been prolonged, which would be one of factors to cause an increase ofischemic heart disease. According to a report from U.S.A.17) absolute number of death from cardiovascular disease is increased with years, but age adjusted death rate of cardiovascular disease is decreased. As seen in upper part of Fig. 3 , the crude death rate from cardiovascular disease (B25-27) in Japan is gradually increased from 63 person per 105 population in 1948 to 71 persons in 1964, but the age adjusted death rate using death rate in 1948 as a standard, is slightly decreased in cardiovascular disease. The lower part of Fig. 3 shows the trend of death rate of arteriosclerotic heart diesease including coronary heart disease (B26a). Upper line shows the trend of crude death rate, which is increased especially steeper from 1955 to 1964. The age adjusted death rate using the death rate of 1948 as a standard shows also steeper increase from 1955 to 1964 in B26a, which is contrary to the trends of death rate of total cardiovascular disease. The fact shows that the total death from ischemic heart disease is increased absolutely and relatively in Japan.
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